the region as well as possible at regular intervals, and wait for other indications to proceed further. It is probable that in some of these cases I should operate as if damage had been done to the dura. My reason for not operating readily when there is no obvious evidence of a damaged dura, is that any operative procedure on the bone, in a case of recent fracture, may cause movements of the fragments and so cause serious damage to the dura. I do not think the risk of damage by the bone fragments is likely to be so great after two or three days have elapsed.
Lastly, I shall refer to certain cases of localized extension of sepsis that may come under our care.
Perhaps I can best illustrate what I mean by describing briefly two out of three cases that have come under my observation recently. A man about 30 years of age had a fracture of the base involving the external auditory meatus in the posterosuperior part. About six or seven days after the accident he complained of pain in his right ear; there was marked tenderness over the mastoid process and there was facial paresis on the same side; there was also increase of temperature. I operated and found pus in the antrum and along the fracture. He recovered completely.
The second case was similar, but the pain and tenderness were localized over the squamous part of the temporal bone and there was definite oedema. On operation I found pus in the mastoid antrum and along the fracture, which involved the squamous part of the bone. It was necessary to remove most of the squamous portion, even as far forward as the temporo-sphenoidal suture.
It is possible that some of these localized extradural or even intradural abscesses may not be recognized until too late, unless the possibility of their occurrence at almost any stage of convalescence is kept in mind, and unless the patient is under constant skilled observation.
Sir CHARLES BALLANCE said that heemorrhage from the ear came from the tympanum, or from the veins sinuses, or surrounding arteries. He (the speaker) had never seen haemorrhage from the internal carotid coming out of the external auditory meatus, except in a case of tuberculous disease of the petrous bone; though one was familiar with those cases in which fracture of the base and middle fossa passed through the anterior clinoid process and produced a pulsating exophthalmos due to an injury to the internal carotid artery and cavernous sinus. It was very rare for haemorrhage to come from the lateral sinus. When it did occur it was likely to prove rapidly fatal. Haemorrhage from the middle meningeal artery might also be very profuse. The surgeon must try to arrest the hiemorrhage: that was an ordinary surgical duty. Also, sepsis must be prevented, and if important parts had been interfered with, efforts must be made to restore function.
Haemorrhage in some cases persisted for days, in others it was slight, and generally by the second day was no longer of importance. Associated with the haemorrhage there was often concussion and unconsciousness, and then there was only one thing to do, namely, decompression, and the earlier this was done the better for the patient. One took away the thin bone in the temporal region, and came upon blood outside the dura. A bulging dark dura showed a collection of blood inside the dura, and it should be opened to let out the fluid blood and clot, then the wound should be closed. If there was haimorrhage from the opposite ear, he (Sir Charles) advised repeating the operation on this side also. These operations should be done quite quickly; very likely by the next day the patient would have become conscious. This advice applied not only to the otologist, but to any surgeon. Harvey Cushing published sixteen cases before the war, and all patients except two recovered. All the sixteen were immediately trephined in the. temporal region. When bleeding was profuse it showed the case was serious, also when the patient swas only semiconscious or was unconscious.
With regard to nasal injury, the same principles should govern the treatment. He (the speaker) considered that the nose could not be rendered aseptic. When there was a fracture across the cribriform plate one should do a decompression and introduce some such material as sterilized gauze between the brain and the fracture, in order, if possible, to prevent infection. In some of these cases the fracture passe(d through the posterior fossa, and this was a much more serious injury, as the injury was nearer to the vital centres in the brain-stem; hence the operation should not be delayed.
The President had alluded to cases in which there was previous sepsis. If there was chronic mastoid disease, chronic temporal bone disease, and a fracture through the base of the middle fossa with blood coming from the ear, the surgeon's duty was to do a complete mastoid operation at once, to remove the septic disease and expose the dura, and if possible separate the dura from the fracture area, which was probably infected.
With regard to prognosis, it was difficult to know which patients would have meningitis and which would not. In cases in which the fracture was a bad one and blood poured down the pharynx it seemed as if there were no means of antagonizing sepsis, and that meningitis must result; yet in some such cases the patients recovered. Why meningitis developed in one case and not in another, he (the speaker) could not say, but he advised treating every case as if meningitis was likely to result, and so doing one's utmost to counteract the possibility.
Concerning the question of function, his own experience was that in some of these cases in which fracture occurred through the middle fossa, there was total deafness with total facial palsy. There might be recovery from the deafness, there was seldom recovery from total facial palsy. He (Sir Charles) thought the reason was that the internal ear was surrounded by very hard bone, and escaped fracture on that account, though it did not escape concussion and hmorrhage; while the facial nerve in the aqueduct might be ruptured, and some displacement of the fractured ends of the aqueduct would take place so that union of the broken nerve became difficult. Moreover, so that a nerve which was in a bony canal could unite, much new tissue had to be formed; and the resulting pressure became a factor which also militated against the recovery of the facial nerve.
The main object of the surgeon, in regard to these fractures when seen early, should be to antagonize the unconsciousness of the patient and prevent the occurrence of sepsis by doing a decompression operation, and by causing a compound fracture to become by surgical means a simple fracture so far as the brain and mAmhranes xvvrA concerned.
Mr. SYDNEY SCOTT said that their experiences at St. Bartholomew's and King's College Hospitals were evidently very similar. A large number of skull fractures involved the middle ear only, especially in patients not fatally injured, and resulted in middle-ear deafness. There was a group in which absolute deafness occurred with destruction of labyrinthine functions, and in which there was facial palsy. The pathological specimens collected by Mr. Cheatle would include more seriously injured cases in contrast with others seen clinically. Cases of head injury, even with aural symptoms, were dealt with in other departments of the hospitals and the otologist was asked to see only certain ones occasionally. In the majority of those referred to the Ear Department, he (Mr. Scott) had found that the deafness was of the middle-ear type. The ultimate results were sometimes surprisingly better than one would expect. A boy to whom he had referred at a former meeting fell 40 feet on to a cement basement, and was brought in unconscious with bleeding and fragments of brain tissue in the ear (proved to be such by the microscope). A year later this boy had completely recovered. The drum membrane and meatus were normal and hearing was fully restored, sixteen double vibrations per second (Bezold-Edelmann series) being heard.
